Mental health can be promoted by public health actions with vulnerable population groups. The World Health Organization (WHO) has recently published reports on mental health promotion and women's mental health (WHO, [@r10]; Herrman *et al*, [@r6]) and these have highlighted the emerging evidence base for effective public health actions, as well as the need for practical collaboration between health and non-health sectors. Mental health is more than simply the absence of mental illness; it is the foundation for the well-being and effective functioning of individuals and communities (WHO, [@r11]). Mental illness is associated with indicators of poverty, including low levels of education, poor housing and low income, and with a range of illnesses, including HIV infection (Freeman *et al*, [@r5]). HIV infection and depression, as well as other health and social problems such as substance misuse and violence, are more prevalent and more difficult to cope with in conditions of low income, limited education and unemployment (Desjarlais *et al*, [@r3]).

A public health framework adopted by the WHO and proposed initially by the Victorian Health Promotion Foundation (Walker *et al*, [@r9]) identifies three key social and economic determinants of community and individual mental health: (1) social inclusion; (2) freedom from discrimination and violence; and (3) access to economic resources. This framework recognises that psychosocial and economic factors influence a number of health-related behaviours, such as substance misuse and risky sexual behaviours (Chandra *et al*, [@r1]).

Although the health benefits of community participation are well understood in development work, health policy does not always reflect this, partly because the published evidence related to this approach is limited. Our intervention drew on participatory action research (PAR) approaches to health development. Researchers work with specific communities to identify problems and develop solutions. This enhances self-confidence and leadership skills, and helps members of the community to address their own health and social needs. For example, a study in Nepal demonstrated that community-based participatory action had a significant positive impact on maternal and infant mortality (Manandhar *et al*, [@r8]).

We aimed to take the first steps to evaluate the use of participatory action groups (PAGs) to promote the mental health of IDU widows, as a strategy for HIV prevention (Devine *et al*, [@r4]; Kermode *et al*, [@r7]).

Method {#s1}
======

We designed a pilot intervention study to assess the feasibility and impact of PAGs to promote the mental health and well-being of widows of IDUs in Manipur and Nagaland, as a strategy for reducing the risk of engagement in HIV risk behaviours. An intervention over 20 weeks included 74 widows in six peer-facilitated PAGs, with a focus on promoting mental health.

Changes in quality of life, mental health, somatic symptoms and HIV risk behaviours were assessed using questionnaires and rating scales. This paper, though, reports the value of the intervention from the perspective of the participants, captured using a qualitative evaluation method, 'most significant change' (MSC). This method is a qualitative, participatory approach to monitoring and evaluation used in development projects (Davies & Dart, [@r2]). We collected 'stories of change' from participants during the eighth PAG meeting, and involved different stakeholders in the systematic selection of those stories that best captured what they considered to be the 'most significant change'. Reasons for selecting particular stories were also documented. The point of MSC is that both the content of the selected stories and the reasons for choosing them make the values of the different stakeholders explicit. This can be used to foster dialogue between potentially competing perspectives, in this case that of the IDU widows and the non-governmental organisations (NGOs). As the MSC approach tends to elicit positive stories (in relation to the intervention), this method is not used as an evaluation tool in isolation.

The study was funded by the UK Department for International Development (DFID) through the Research and Learning Fund. Ethics approval was obtained from the University of Melbourne Human Research Ethics Committee (Australia) and the Emmanuel Hospital Association Institutional Review Board (India) in early 2006.

Results {#s2}
=======

The questionnaire responses indicated that the participants' quality of life, mental health and physical health improved over the course of the intervention. The women told stories about 'significant changes' highlighting the positive impact of the intervention, with themes of economic participation, social inclusion, discrimination, physical health and future orientation. Information about HIV risk behaviours was limited by inhibitions about reporting sexual behaviours.

Each of the groups developed an action plan for promoting mental health and the longer-term sustainability of the group. Several of these plans included proposals for income generation.

A relatively generous allowance was paid to the women to cover travel and childcare costs. No allowance was paid to the women after the PAGs concluded, but support for continuing meetings was given by NGOs. Although we do not know the extent to which the allowance influenced participation, this was important in motivating and recruiting women to participate in the intervention at the outset. Six months after the last PAG meeting, five of the six groups were still meeting and some have since expanded their activities.

Discussion {#s3}
==========

This participatory intervention study to promote the mental health of widows of IDUs apparently had a positive impact on the participants' quality of life and mental health. However, the sustainability of the improvement and the links between this and their engagement in HIV risk behaviours remain to be demonstrated. The intervention also increased awareness among the NGO leadership of the situation faced by the widows of IDUs. The MSC process was important in this.

Widows in India are socially and economically disadvantaged, and the situation for widows of IDUs is often worse. They are frequently stigmatised on three levels -- for being a woman, for being a widow and for being HIV-positive. Participatory approaches to mental health promotion may well have a positive impact on the lives of vulnerable women and potential to contribute to HIV prevention. Poverty alleviation through economic participation is likely to be a mediating factor, as well as a consequence of improved mental health. Further investigation is warranted.
